Study objective-The geographical pattern of mortality in The Netherlands is dominated by an area of relatively high mortality in the southern part of the country. The aim was to analyse the background of this geographical mortality pattern in the early 1980s, and its evolution over time since the early 1950s.
Main results-Although the geographical mortality pattern has been rather stable over the last decades, a clear tendency towards convergence is also apparent.
Approximately 90% of the current excess mortality in the southern part of the country is due to cardiovascular diseases. The results of regression analysis show that the excess mortality is primarily related to the high percentage of Roman Catholics in this part of the country, and additionally to a slightly lower average income. In The Netherlands, a higher percentage of Roman Catholics in the population is linked with higher all cause mortality rates, as well as with higher mortality rates for lung cancer, ischaemic heart disease, cerebrovascular disease, arterial disease, and chronic nonspecific lung disease. Survey data show that these associations are partly due to a higher prevalence of smoking among Roman Catholics. As in many other countries, a lower average income is linked with high all cause mortality rates in The Netherlands. Cause specific data show negative associations for stomach cancer, ischaemic heart disease, cerebrovascular disease, chronic non-specific lung disease, and traffic accidents. Since the early 1950s the association between geographical mortality patterns 
The most important change occurred for average income: the unfavourable situation of districts in the South region generally improved over time (from 15% to 5% below the national average), whereas those of districts in the North region deteriorated (from 11% to 14% below the national average).
The logarithms of the district standardised mortality ratios were related to the sociodemographic variables through multiple, ordinary least squares regression analysis. Residual analyses have been carried out which showed that the linearity assumption was reasonable in practically all cases.
Results
The higher mortality rates in the South region as observed in 1980-1984 are almost completely due (table III) . Although mortality rates for many other causes of death are also raised, the excess mortality for the four cardiovascular conditions included in the analysis accounts for 86% of the excess all cause mortality. In contrast to this, the lower mortality in the Southwest region, which has the most favourable rates in the country, is a more generalised phenomenon. Important contributions come from cancer (especially lung cancer), cardiovascular diseases, respiratory diseases, and all other causes. One important difference between the Southwest and the North regions is that the latter has high ischaemic heart disease mortality rates, leading to a much smaller deficit in all cause mortality, despite low mortality from cancer (especially lung cancer) and respiratory diseases.
The three selected sociodemographic characteristics appear to "explain" 58% of the variance in all cause mortality at district level ( Catholic reduces the all cause mortality most districts in the South region to vali to the national average. The slightly lowei income in this region makes an additic much smaller contribution.
As a check on, and further backgrouni findings reported so far, we also stu( stability or evolution of the relationships the three sociodemographic variabl mortality over a longer time period, I There were notable changes in these relat (table V) .
The relationship between all cause n and average income became rather more over this period. In the early 1950s the ass was only slightly negative, and not stai significant. In the early 1960s the ass appeared to have become slightly posit from then on it became ever more negati increasing importance of average incoi predictor of regional mortality levels apparent from the partial correlations cause mortality, which changed from -1950-54 to -047 in 1980-84. The two causes of death which were the most in contributors to this development were is heart disease and cerebrovascular disea both, the association with income was still in 1950-54. Between then and 1980-84 a c reversal occurred. The changes in the association I mortality and the other two sociodemc variables are also noteworthy. Gradi relationship with degree of urbanisation e The importance of this "cultural" variable may be a feature distinguishing the geographical mortality pattern in The Netherlands from that in many other countries. On the other hand, the main finding from the analysis covering the complete period 1950-84 was that percentage Roman Catholic is gradually becoming less important as a determinant of geographical variation in mortality, and that part of its role seems to have been taken over by average income.
The increasing importance of the latter variable finds its parallel in comparable developments in the United States, where several studies did not find a negative association between average income and mortality at regional level around 1960, but later studies did.9 10 3537 In England and Wales, the association has been negative throughout the postwar period, but for cardiovascular diseases a positive association was found around 1950, which reversed in later years, just as in The Netherlands.38 3 The negative association between average income and regional mortality which has emerged in recent years in The Netherlands has also been demonstrated in studies on other levels of aggregation, eg, neighbourhoods in the city of Amsterdam,40 and individuals.41-43 The explanation of these mortality differences is likely to be rather complex because the causes of death for which these differences have been observed in the analysis reported here range from stomach cancer to chronic non-specific lung disease and from ischaemic heart disease to traffic accidents (table IV) .
Whatever the specific explanations are, however, the evolution of the Dutch mortality pattern suggests that inequalities in health associated with economic position should become a priority of public health in The Netherlands, as it is already in some other countries. 
